Respir Case Rep 2018;7(2):63-65 DOI: 10.5505/respircase.2018.60352

OLGU SUNUMU CASE REPORT

Traumatic Pulmonary Artery Dissection: A
Case Report

Travmatik Pulmoner Arter Diseksiyonu: Olgu Sunumu

Saniye Goknil Calik!, Mustafa Calik?, Atilla Can?, Hidir Esme?
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Abstract

Ozet

Pulmonary artery dissection (PAD) is a rare condition
that is usually observed in cases with underlying pul-
monary arterial hypertension. However, there are
several factors related to the etiology of the disease.
Presently described is a case of PAD that developed
secondary to trauma. A 42-year-old man presented
with left chest pain after a fall from a height. His past
medical history and physical examination were unre-
markable except for pain in the left hemithorax. He
had no other complaints. All routine laboratory blood
tests were normal. A radiological examination re-
vealed left hilar enlargement and lower lobe PAD.
Medical treatment was prescribed. The general con-
dition of the patient was good and as there were no
other symptoms, a conservative approach was pur-
sued. In this case, there was pulmonary hypertension,
and it is thought that the trauma led to PAD. This is
extremely rare in the literature.
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Pulmoner arter disseksiyonu nadir bir durumdur,
ancak genellikle pulmoner arteriyel hipertansiyonu
olan vakalarda gérolir. Bununla birlikte, hastaligin
etiyolojisinde farkli faktérlerin bir baglantisi vardir. Biz
travmaya bagli gelisen pulmoner arter diseksiyonlu
olguyu sunduk. Kirk iki yagindaki erkek, yiksek disme
ve sol gégUs agnisi nedeni ile hastanemiz acil servisi-
ne basvurdu. Anamnez ve fizik muayenesinde sol
hemitoraks Uzerinde agn diginda bir &zellik yoktu.
Baska hicbir sikayeti yoktu. Tim rutin laboratuvar kan
testleri normaldi. Radyolojik incelemesinde sol hiler
genisleme ve alt lob pulmoner arter disseksiyonu
tespit edildi. Tibbi tedavi verildi. Genel durumu iyi ve
semptomsuz olarak konservatif tedaviyle taburcu
edildi. Bizim olgumuzda, var olan pulmoner hipertan-
siyona eklenen travmanin pulmoner arter diseksiyo-
nuna neden oldugunu disiniyoruz. Bu durum litera-
turde son derece nadirdir.

Anahtar Sézcikler: Travma, pulmoner arter, diseksi-
yon.

Pulmonary artery dissection (PAD) was first report-
ed by Helmbrecht in 1842 (1). The condition gen-
erally presents as a cardiogenic shock or sudden

death because the dissection proceeds swiftly;

it is therefore usually diagnosed in post-mortem
examinations (2). Recent improvements in imaging
techniques have resulted in earlier diagnoses (1).
In this case, PAD developed secondary to trauma.
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CASE

A 42-year-old man presented with left chest pain that
developed following a fall from a height. The pain had
gradually worsened and was exacerbated by movement
of the left hemithorax. His medical history did not indicate
any lung disease or pulmonary hypertension. A physical
examination was unremarkable except for pain in the left
hemithorax. Respiratory sounds were slightly decreased in
the left hemithorax. His routine laboratory blood test re-
sults, including complete blood count, erythrocyte sedi-
mentation rate, tumor markers, lactate dehydrogenase,
serum electrolytes, and kidney and liver function tests
were all within the normal ranges. On an X-ray (Figure 1),
left hilar enlargement was detected. A contrast-enhanced
thoracic CT (Figure 2) image revealed that the enlarged
hilar structure was the pulmonary artery. Left lower lobe
pulmonary artery (PA) dissection confirmed it. Second-
degree tricuspid insufficiency was detected in an echo-
cardiographic evaluation. PA pressure was measured at
100 mmHg. Examination was negative for Behcet's dis-
ease and the patient had no history of syphilis. The gen-
eral condition of the patient was good and had no other
symptoms, so a conservative approach was pursued.
Medical treatment was prescribed, he was discharged
without any complaints, and followed up for 6 months
without any sign of problem. Written informed consent
was obtained from the patient who participated in this

study.

Figure 1: Distention in the bilateral hilar region causing a large area of

opacity and tubular opacity of the enlarged lobar branch of the pulmo-
nary artery branch in the superposing sight with the left lower thoracic
heart can be seen (white arrow)
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Figure 2: Thorax computed tomography cut-off: A view of a true lumen-

like, crescent-shaped dissection that looks like a false lumen thrombosis
in the lobar and segmental pulmonary arteries leading to the left lower
lobe of the lung (white arrows)

DISCUSSION

Pulmonary artery dissection (PAD) is an extremely rare
and potentially fatal disease usually diagnosed in a post-
mortem examination. PAD is typically a complication of
chronic pulmonary hypertension causing a PA aneurysm.
Congenital heart anomalies causing prolonged high
pulmonary artery flow rates and pulmonary hypertension
have been associated with PAD.

Generally, there is a patent ductus arteriosus in cases of
congenital cardiac pathologies. PAD may also occur in
patients without pulmonary hypertension. (1) Other rare
causes include chronic inflammation of the PA, right heart
endocarditis, amyloidosis, tfrauma, and severe atheroscle-
rosis (3). Despite the frequent association between chron-
ic obstructive pulmonary disease and pulmonary hyper-
tension, PAD has rarely been reported in this group of
patients (1). The presence of multiple arterial aneurysms
reported on both the systemic and pulmonary vascular
tree has been associated with congenital musculoskeletal
abnormalities (4). We do not know the exact etiology of
PAD in our patient.

The main PA is involved in 80% of PAD cases. However,
isolated cases with right or left pulmonary artery involve-
ment have also been seen. Localized small dissections
are unusual. Since rupture causes cardiogenic shock and
sudden death, diagnosis is rare in the living, and PAD is
frequently only detected in an autopsy (5). Khattar et al.
(6) stated that only 8 (12.6%) of 63 cases were diag-
nosed with PAD while alive, and that 34 (53.9%) of the
cases had congenital heart disease. PAD usually occurs in
patients with medial degeneration and PA dilatation due
to a chronic increase in PA pressure (7). PAD is observed,
most often, at the site of maximal dilatation of the PA.
The false lumen tends to rupture rather than propagate
distally or develop a re-entry site (8). The evolution is
usually rupture of the vessel with blood flowing into the
mediastinum, pericardium, or lung, because there is no
exit from the false lumen (9). With increasing survival for

patients with PA hypertension, complications such as PAD
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may become more common (10). In patients with pulmo-
nary hypertension, new chest pain, acute chest pain, or
cardiogenic shock should raise the suspicion of PAD,
which can result in sudden death (9).

CONCLUSION

In our case, there was pulmonary hypertension and we
believe that tfrauma caused the pulmonary artery dissec-
tion. This condition is extremely rare in the literature.
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